To describe the profile of dentists in oral health team of the micro-region of Minas Gerais, Brazil.
INTRODUCTION
The practice of dentistry is still centered on the complaint-procedure care approach, in spite of it being inefficient and ineffective. Ineffective because, at significant levels, it does not respond to the population's health problems, and inefficient, since it is a high cost and extremely low yield approach 1 . This underlies the importance of including dentistry in the Brazil's Unified Health System, seeking new ways of organizing the service and improving the oral health conditions of the population 2 .
The inclusion of Dentistry in the Family Health Strategy (FHS) has been seen as the possibility of breaking with these models of care 3 . The "Smiling Brazil" ("Brasil Sorridente") project launched in 2004 greatly increased the capacity and quality of care; the implementation of dental prosthesis laboratories throughout the Country, making dental prostheses available in the basic care network, extending candy qualifying basic care; and the inclusion of dental inputs in the basic pharmacy of the Family Health Program 4 .
This concerns a change in paradigm, a different view of health care that seeks to see the subject as a whole. The actions of the health team seek to prioritize health promotion, prevention of oral diseases, resolutions of existent oral health-disease problems, based on integrality, seeking to organize care by actively finding families and promoting changes in the work process [5] [6] .
The merely clinical and punctual attendance may be explain by the professional profile being focused on the clinical approach, influence of a Flexerian education, and by the expectation of the community, accustomed to the professional's curative attendance. From this aspect, the study of the profile of dentists included in the Oral Health Team involves the important task of understanding the social, cultural and economic realities of their environment and of directing their actions to change these aspects to benefit the population 7 .
In this context, the aim of this study was to describe the profile of dentists in the oral health team of a micro-health-region in Minas Gerais.
METHODS
This was a cross-sectional study with 48 dentists in a micro-health-region in Minas Gerais.
This microregion has a population of around 271,000 inhabitants, an area of approximately 4,900 km² and belongs to the mesoregion of the forest region "Zona da Mata". From among the 24 municipalities belonging to the microregion, 20 were selected to participate in the study, and four municipalities did not accept the invitation. The inclusion criterion established was to have an oral health team included in the Family Health Strategy, with a minimum period of two years of implementation in February 2009. This cut-off point was considered the minimum sufficient for finding a change in the model of care, seeing that changes in a model depend on, among other factors, the political context, organization of the services, training processes and involvement of the team.
A pilot study was conducted in a municipality belonging to the microregion, which was excluded from the sample. This study was conducted two months before data collection began, and no need was found to make changes in the questionnaire.
Data was collected by means of a questionnaire constructed especially for this research. The variables considered for the study were as follows: Time since graduation; monthly salary in Reais; compliance with the weekly working hours (yes, no), modality of incorporation into the Oral Health Team (indication, others), having a post-graduate course (yes, no), social participation (yes, no) and participation in qualification/training in Family Health (yes, no).
To verify whether there were differences among the dentists with regard to the professional profile, an analysis by the Two Step Cluster segmentation method with quadratic Euclidian distance was performed 8 , which divided the participants into three distinct groups. This analysis is a statistical tool with the main object of allocating more similar cases into the same cluster, based on the characteristics according to which the data were measured.
The database and all the analyses were performed using the Software Package for Social Sciences for Windows (SPSS) version 17. After performing a descriptive analysis, all the variables described above were used to form the clusters, with the time since graduation and salary being selected by the program as being centroids. In this type of analyses, the Adjusted Bonferroni and ANOVA tests were sued to measure the weight of the variables and the external differences between the clusters formed, with a level of significance of p<0.05.
All the participants were given complete information about the research and agreed to sign the Term of Free and Informed Consent. Development of the research was approved by the Research Ethics Committee of the Federal University of Juiz de Fora in accordance with report No. 021/2009, with a view to complying with the ethical principles contained in the Helsinki Declaration 9 .
RESULTS
The majority of dentists had worked for the Family Health Strategy for over five years (51.00%), were indicated to work in the Oral Health Team (58.33%), had no social participation in the municipality (54.17%), but had participated in the qualification and/or training courses after entering the Family Health Strategy (54.20%). Moreover, 47.92% of them do not fulfill the weekly working hours.
The segmentation analysis resulted in three clusters, with 11 dentists not being grouped in any of the clusters. The first cluster grouped dentists with the shortest time since graduation, intermediate salary, who declared that they fulfilled the working hours, and that they had not done a post-graduate course. The second cluster grouped the dentists with the highest salaries and longest time since graduation, and who had done a post-graduation course. The last cluster was formed by dentists with an intermediate time since graduation, the lowest salaries, who fulfilled the working hours, had done a qualification/ training course in the Family Health Strategy, and who had no social participation ( Table 1 ).
The mean values of time since graduation in clusters 1, 2 and 3 were 2.82 (±2.74), 10.45 (±7.82) and 5.10 (±4.67), respectively. As regards salary, the mean values found were R$2,146.18 (±287.83), R$2,187.27 (±653.58) and R$1.733.92 (±305.31). The results of the One-way ANOVA test revealed that there were statistically significant differences between the clusters with regard to the centroids -time since graduation (p=0.007) and salary (p=0.019).
Afterwards, the Tukey HDS test was applied to identify the differences between clusters two by two. The dentists in clusters 1 and 2 differed significantly with regard to time since graduation (p=0.006), while clusters 2 and 3 presented significant difference with regard to both time since graduation (p=0.045) and salary (p=0.033) ( Table 2) . Table 3 shows that the three clusters differed statistically with regard to working hours (p<0.001), post-graduation course (p<0.001), social participation (p=0.031) and qualifications and/or training (p=0.031). In cluster 1, all the dentists affirmed that they fulfilled the working hours, while in cluster 3 none of the dentists fulfilled this requirement. When comparing clusters 1 and 2, one perceives that in the first, no dentists had done a post-graduation course, and in the second, all the dentists affirmed that they were post-graduates. 
DISCUSSION
The Family Health Strategy seeks to defend multidisciplinary work with focus on the nuclear family; to integrate the individual in the collective society, and use Epidemiology as a decision-making tool, guided by the criteria or prioritization, based on the concept of risk 10 . Oral health is still included in Family Health in a rudimentary manner, developing a predominantly curative-restorative practice instead of collective actions, without interaction with the other areas of knowledge and subjects of the team [10] [11] . This is frequently due to the professional profile being essentially focused on clinical activities.
The majority of the professionals in this study are working under contract (58.33%). In a research of national scope, it was found that in the major portion of the municipalities, workers are hired via the municipalities, with temporary contracts, or supply of services being the main form of hiring workers for the Family Health Strategy and Oral Health Team, which weakens the professional tie 12 .
In the present study, almost half of the dentists affirmed that they do not fulfill the working hours. The professionals who compose the Family Health Strategy must know the community in which they are working, their needs and vulnerabilities, in order to reinforce ties, creating possibility to enable them to act in health promotion and prevention. It is not possible to form this fundamental tie when the professional does not stay in the service permanently 5, 12 .
From the centroids, the differences between the participants began to appear. Cluster 1 was formed by 11dentists with the fewer than three years of time since graduation, who fulfilled the working hours, and had not done a post-graduate course. In the second cluster, there were dentists who had done a post-graduation course, had the longest time since graduation, and the highest salaries. The largest Cluster was formed by 15 dentists who essential did not fulfill the working hours, received the lowest salary and had over 5 years of time since graduation.
The results of the study showed a professional profile which is not compatible with the model of health in force in Brazil, recommended by Family Health [13] [14] [15] [16] [17] . The hegemony of the private sector appears to have an influence of the professional practice of the dentists in public service 18 .
The contradictions in Brazilian dentistry, observed from the analytical perspective of Sociology, reflect and reproduce the current dilemmas of a model of education and dental practice immersed in complex transition. The passage of market Dentistry, of a liberal and private nature, typical of the last decades of the Twentieth Century, to a Dentistry subject to the oscillations of job offer and income, in an extremely competitive market, is the modern tonic 19 .
The proposals for collective oral health practice are in frontal opposition to the hegemony of this market, liberal and private dentistry. Collective oral health has sought to constitute itself with reference to a practice for work in dentistry, capable of recovering its political, social, community, preventive and integral dimensions, indispensible to practices in the field of health, whose horizons are democratic and solidary societies, in which the questions of health-disease effectively are of public relevance, and are thus considered by the State and the set of society 20 .
Although there were significant differences between clusters 1 and 2 (p=0.006), and 3 and 2 (p=0.045) for the time since graduation, this aspect was not sufficient to differentiate all the dentists in the study. A study on the profile of competences in collective health has found that the time since graduation did not interfere in the level of difficulty of exercising the profession in the public sector 15 .
The changes required must begin in the education and view of the world reproduced within the teaching academies, because it is in these spaces that formation of the possibilities of future employability of dentists and their social relevance certainly also begin. The great dilemma in dealing with sensitive subjects such as this is that all change brings with it a certain amount of "discomfort" 21 .
When one questions the impact that the pedagogical project has on the dental professional, various questions are raised with respect to the existence of a crisis in contemporary dentistry, or whether this crisis would be restricted to Dentistry considered market dentistry. To begin to answer this formulation, one could propose the inclusion in the entire academic conceptual architecture, of the notion that it is fundamental to form a work-force in Dentistry, with a view to the Brazil's Unified Health System, and within a logic of re-structuring oral health care 19 .
The salary made a distinction only between clusters 2 and 3 (p=0.033), and may be considered an aspect of little importance in the description of the profile of this sample. The monthly income of dentists in public service has not been much evaluated in the literature 18, [22] [23] .
In the work market, the earnings of dentists fluctuate between 3 to 5 minimum-wages 19 . Dentists in clinical practice outside the South-eastern region are those that have the highest monthly incomes in private dental offices 14 .
In a study in 2002, the authors found that the Family Health Strategy paid doctors and nurses higher salaries than the market values throughout Brazil. With regard to dentists, the salary is lower than the market value in all the regions of the country, with exception of the Northeast. Moreover, the mean salary is higher for doctors; that is, doctors are those who receive the highest salaries among the professionals that work in the strategy 12 .
With regard to the importance of the other variables in the division of the clusters, it was observed that the working hours, having a post-graduation course, and having done qualification and/or training were the most important aspects for defining the distinct profiles of the dentists in this study.
On a daily basis, dentists are exposed to long working hours 24 and frequently work under unfavorable conditions 25 . However, some of the dentists in this study did not fulfill the working hours, which may indicate lack of commitment to work.
In spite of the majority of professionals having done post-graduation courses, the present study has limitations that did not allow one to find out whether an undergraduate education is sufficient for working in the Family Health Strategy. However, a lack of qualification of the professionals involved in health teams was observed, demonstrating a profile still focused on clinical activity 26 .
Considering the professional profile suggested by the new guideline circulars, continual qualification of the professionals already included in the system is necessary 23 and to readjust dental courses to educate professionals qualified to meet social requirements 16, 27 , in addition to the integration of teaching-services to include the competences of knowing, knowing-doing, and knowing how to be, with a view that questions the practice itself 15 .
CONCLUSION
Over the last few years, the Family Health Strategy has become the most important proposal for change in the model of health care in Brazil, with the main objective being to reorganize practice at the level of primary care. In this context in which oral health finds itself inserted, there are professionals with distinct profiles that must translate their actions into an effective practice that is coherent with that which is recommended by this strategy.
Family Health Strategy dentists differ with regard to the weekly working hours, post-graduation course and social participation in the municipality, with the time since graduation capable of being a crucial characteristic for pointing out these differences.
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